In this edition Dr E J van Hasselt (page 129) reports the successful management of five cases of rupture of the posterior urethra in a hospital with limited facilities. The ideal management of such cases will obviously depend on the facilities available. It is important to stress that there is no immediate urgency to deal with the problem of a ruptured urethra. Resuscitation and the management of other more urgent problems should take priority. When possible, it is desirable that the patient with a severely fractured pelvis and bleeding from the urethra should be dealt with by an urologist. An urgent intravenous pyelogram where available may demonstrate other injuries to the renal tract, a ruptured bladder, or a bladder separated from the prostatic urethra with urinary extravasation.
If there is no associated major trauma, it is wise to wait to see whether the patient will pass urine spontaneously. If retention develops and the bladder distends an urethrogram should be performed where facilities permit. A 14 FG Foley catheter is passed into the anterior urethra and the balloon is distended. Twenty millilitres of a water-soluble contrast medium is gently injected and oblique X-rays are taken to show the urethra in order to demonstrate whether there has been a minor or major rupture and any extravasation.
If the urethra is in continuity, it may be possible to pass a soft 12 FG catheter into the bladder. If there is no continuity, then it may still be possible to urethroscope the patient, negotiate the defect, and pass a catheter into the bladder. If the defect is not negotiable, a suprapubic catheter will be required.
If the evidence points towards a major rupture with complete disruption of the urethra two courses are available. The first is to explore the retropubic space, evacuate the haematorna, open the bladder and 'railroad' an urethral catheter into the bladder with the help of one or two bougies. One method is to pass a bougie through the urethra from below and negotiate a second bougie through the bladder from above into the prostatic urethra until the tips meet. The lower bougie is then negotiated into the bladder. As an alternative a cystoscope may be passed from above and an urethroscope from below to negotiate the separated ends.
A second method is to insert an index finger from above into the posterior urethra and to feel the tip of the distal bougie thus guiding it without force into the bladder. A long suture is then tied to the tip of the bougie (or, when present, passed through a hole in the bougie tip) and withdrawn through the urethra. It is tied to the tip of a 12 FG soft fenestrated catheter which is pulled into the bladder. An ordinary catheter can be used with lateral holes cut in the distal 3-4 em. The suture is brought out through the bladder and anterior abdominal wall to anchor the catheter and also to serve as a means of introducing another catheter later on if need should arise. The bladder is then closed around a Foley or other type of suprapubic catheter and the retropubic space is drained. Reconstruction of the defect will frequently be required at a later date. If no mucosal continuity is established a stricture will ensue.
The second course as described in the article in this Journal is to establish a suprapubic cystostomy and to wait for a period of 3-4 weeks for the trauma to settle down. Dr van Hasselt reports on the perforationreconstruction method, whereby a bougie passed through the urethra is forcibly passed into the bladder using a guiding finger inserted through the suprapubic cystostomy and out through the cystostomy opening. It was originally described for patients with traumatic posterior urethral avulsion who had had a diversional cystostomy for several weeks or months'. This method using force is open to criticism in that it may increase the risk of a persistent stricture and also that the curve at the end of a normal urethral bougie may not be enough to be easily passed out through the cystostomy opening, unless a special bougie with an increased curve is used. Most surgeons would prefer one of the two methods already described which will involve opening into the bladder and railroading a catheter into the bladder.
Dr van Hasselt has been fortunate in that his patients do not seem to have developed strictures thus far. Most patients require constant follow-up and many often
Occupational health
The expatriate manager of a generally well run workshop in a developing country was showing a visiting occupational physician around. In the heat, the manager was wearing culturally acceptable flip-flops; a heavy metal sheet slipped and fell vertically, missing his toes by only an inch or two. Only good fortune saved him from horrendously crushed toes. In his home country, the engineer would certainly have been wearing shoes with metal toe protection, both from his own good sense and from legally enforced factory regulations.
Perhaps more serious was the apathy and failure to pass on even the simplest protective advice to the apprentices for whom that workshop catered, and an illustration of the sad lack of attention given to occupational health in the tropics and developing countries.
The helpful paper by Omokhodion and Osungbade (p.l02) is therefore of great importance. In his home country, the manager referred to above would have worn toe protecting shoes. In his new surroundings, he had 'switched off', losing this vital awareness.
Occupational health can be expensive, and therefore often considered a Western luxury. To an extent this is true, but the cost of care for the workforce rises exponentially. At the top of the curve, even in advanced countries elaborate measures to prevent minor harm are rightly rejected. However, often simple measures can achieve much and require only advice and teaching, costing nothing but a little time and concern. Some measures, such as seat belts, may cost a little more, but well justify the protection they achieve at comparatively low cost.
About a century ago, the Workmen's Compensation Acts first began to pressure industry in Britain into preventative care of its workforce, by the threat of having to pay heavy compensation for avoidable injury. Such legislation is an ideal, but it can only work if industry can and will respond by adopting a responsible attitude towards its workforce, large or small. In the developing countries especially, there are many factors preventing such change. Legislation may be opposed and, when introduced, difficult to enforce. Medium sized industries in particular are often in the hands of uncaring employers, such as the truck or bus owners who fail to maintain their vehicles in a safe condition, and dodge all consequent responsibility when their drivers or passengers are injured.
Developing countries need industry (including agriculture, which, even in Britain, is among the most hazardous occupations); the dilemma is to introduce just that level of protection for the workforce which is economically acceptable. Legislation can be an impossible burden on small enterprises, often the backbone of local society, culture and employment.
What can be done? The first step is an awareness of the problem.
The roadside welder, probably self-employed, may be using a visor, but it is very unlikely that his assistant would have eye protection.
The expatriate staff of the well run hospital were protected against hepatitis B, but, in spite of the availablility of serology, local staff, even those at particular risk, were not checked or offered immunization as necessary. To cover at least the higher risk categories would not have been too difficult financially, but it just had not been brought to the management agenda. Immunization is generally inexpensive and costeffective.
Are those particularly exposed to Weil's disease aware of the problem and the importance of informing a doctor or other health worker if they develop a flu' like illness? Or better still are they supplied with a card or disc which can be shown? Illiteracy is no problem, as it is especially the illiterate who treasure such tokens.
Informal teaching in the workplace by managers and supervisors costs only a little time and commitment. Most
